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Methods and Standards for Establishing Payment Rates - Inpatient Hospital Care

Section 2.5130 continued

Testing for Day Outlier:

Covered Length of Stay 50 days
Compare With Day Outlier Limit 67 days
Analysis
Cost Outlier: The estimated cost of the claim ($31,013) is less
than the cost outlier limit ($32,899). Therefore,

the claim is not a cost outlier.

Day Outlier: The covered length of stay on the claim (50 days) is
less than the day outlier limit (67 days). Therefore,
the claim is not a day outlier.

2.5200 Standard DRG Payment

Standard DRG amount will constitute the base payment for an inpatient
discharge except in those situations where a partial payment may be made.
Any outlier payment for the qualifying claims will be in addition to the
standard DRG payment.

Standard DRG amount for a claim can be obtained by multiplying the relative
weight of the DRG assigned to the claim, by the group payment rate assigned
to the hospital.

Example of Standard DRG Payment Calculation:

Referring to the data in subsection 2.5130:
Standard DRG Payment = DRG Weight x Hospital Group Payment Rate

4.2294 x $ 2,836
$11,995

]

2.5300 Payment for Outlier Claims

If a covered general hospital inpatient stay is determined to be a cost or
day outlier, the total reimbursement will consist of the standard DRG payment
plus an additional amount for the outlier portion of the claim.

2.5310 Cost Outlier Payment

The payment for the cost outlier portion of a claim will be obtained by
multiplying the difference between the estimated cost of the claim and the
applicable cost outlier limit, by the DRG adjustment percentage. Cost
outlier payment will be made for up to 360 inpatient days of stay, beyond
which only day outlier payment will be made.
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